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EXECUTIVE SUMMARY 


As the HIV epidemic reaches previously unimagined levels in 
the worst-affected countries of Sub-Saharan Africa, global 
attention is now also focusing on the spread of HIV in Asia and 
in particular in its most populous countries. Understanding the 
epidemic's dynamics in these contrasted but still vulnerable 
settings, and putting in place a major effort in prevention, has 


moved high on both the national and international agenda. 


Over the last | 8 months, India's national HIV programme has 
been undergoing an intensive process of review and strategic 
planning. Culminating in approval by the Cabinet ofa new IDA 
loan and major new bilateral projects in support of HIV 
prevention between 1999-2003, focus has been put on 
targeted interventions among groups having high risk 
behaviors, decentralizing the programme. to the states, and 
supporting this critical shift with new management structures 
at state level (State AIDS Societies) ae emphasising the need 
for a multi-sectoral approach, the programme is now moving 
into anew and expanded phase. The preparation process has 
also served to mobilise new partnerships with NGOs and 
community based organizations and to launch an innovative 
approach to providing the scale and variety of technical 


resources needed for the programme. 


External collaboration has played an important role in 
supporting and catalyzing the national response since the 
beginning of the epidemic. Initially through WHO's GPA and 
the first IDA loan, then expanded through bilateral agencies 


such as USAID and DFID supporting intervention projects at 


state level, the number of external partners has continued 
to grow. The UN system increasingly seeing HIV as amajor 
threat to the country’s development goals in addition to 
putting in question the achievement of programme goals in 
each agency's field of mandate. New bilateral donors 
(AUSAID, CIDA) are actively exploring possibilities of 


support to the national programme. 


Bringing all external partners onto one platform, defined by 
and in support of the national programme has been a key 
objective of the National AIDS Control Organisation 
(NACO). A first meeting of all stakeholders held by NACO 
in|998 discussed the idea of a ‘collaborative framework’ in 
which all external partners could work together. This was 
followed in June 1999 by a HIV Strategic Planning Retreat in 
Mussoorie where NACO met with the UN system and tts 
development partners to develop a common platform for 
action in the context of the new national programme and in 
particular, to define the role and focus the support of the 


UN system, 


One of the outputs of the Mussoorie meeting was to 
recommend the drafting of a strategy document that set out 
clearly the major challenges still faced by the programme 
and a common strategic response to these issues by 
external partners. This was to provide an umbrella under 
which an ‘integrated' workplan could be brought together 


specifying summary action plans ofall agencies. 


This document responds to this recommendation in the form 
of a ‘Strategic Response of the Government of India, the UN 
and its development partners to the HIV epidemic in India’. 
The paper briefly reviews what we know about the epidemic, 
its spread and pattern, and the gaps in that knowledge. It then 
outlines the evolution of the national response leading up to 
the current approach to targeted interventions and the 
major thrust to de-centralise the national programme to the 


states and communities at more local levels. 


The 5 major challenges that were identified in a participatory 
process leading up to the Mussoorie meeting provide the 
framework for a common response of the different external 
partners and identifies key programme areas where shared 
approaches will be important and add value: 


¢ Rapidly building capacities at state level 

e Ensuring targeted interventions achieve impact 

* Achieving behaviour change beyond ‘High risk’ groups 
© Tackling stigma and discrimination 

¢ Addressing the urgency of care and support 


Acommon strategic response to these challenges by all major 


stakeholders is outlined with a mapping of inputs by 


programme area . 


The priority areas in which the UN system has agreed to 


organise its contribution are then defined. These are 
centred on the respective mandates of each agency, 
focusing wherever possible or appropriate in developing 
models of interventions which the government can later 
take to ‘scale up' across the country. A final section details 
the move towards a common monitoring and evaluation 
framework. Specific action plans of the UN and the major 
bilateral partners, listing expected outputs and budget are 


included as annexes. R 


INTRODUCTION 


Collaborative Framework and Integrated Workplan 
(1999-2001) 


HIV infection today (1999) affects about 3.5 million 
individuals in India. With no state free from the virus, 
HIV/AIDS continues to show itself to be one of India's most 
complex epidemics, a challenge that goes beyond public 
health, raising fundamental issues of human rights and 
threatening development achievements In many areas. The 
need to prevent the epidemic and provide care and support 
for those infected or affected calls for an unprecedented 


response from all sections of society. 


The nature of the national response, its urgency, scale 
and quality, has varied critically over time. For an 
initial extended period in the late 1980s and_ early 
1990s, the growing presence of HiV was met largely with 
denial or indifference from most political quarters. In 
the mid 1990s, the continued spread of HIV in the most 
affected states began to bring about a much greater 
recognition of the need to act in a determined fashion. It has 
taken until the most recent period, however, coinciding with 
the preparation of the new phase of the programme for a 
much greater openness and realism to emerge in facing the 
difficult problems posed in developing a strong and broadly- 


based national response to the epidemic. 


The preparation of the new national programme sees the 
country on the threshold of anew approach, one marked by a 
focus on encouraging and enabling states themselves to take 


responsibility to respond to the epidemic. 


Almost all states are beginning to mobilise, as part of the 


also leading to growing partnerships between government, 
NGOs and civil society. There are still, however, formidable 


challenges ahead, especially in the area of implementation. 


Evolution of a common framework for external 
collaboration in support of national efforts took shape first 
in May 1998. Discussions between all stakeholders 
emphasised the value of evolving a collaborative framework 
in which each agency could participate and yet feel their 
individual approaches and distinctive contributions find a 
place. This was followed up in June |999 by the Mussoorie 
UN Strategic Planning Retreat where NACO and major 
bilateral partners met with the UN system to shape a 
common programme platform for all agencies to work 


within. 


This document is based on the outputs of the Mussoorie 
Retreat. It carries those discussions further in describing the 
national response as well as the strategic principles that 
were agreed with Government should shape the external 
response. It also brings together specific action plans of the 


different agencies as part of an ‘integrated’ workplan for 
1999-2001. 


Recognising the importance of encouraging different 
approaches to meet the diversity of local settings, the 
framework is deliberately kept broad and flexible as a first 
step towards harmonising approaches to the HIV epidemic 
by external partners. It does aim however, to identify the 
common strategic principles around which plans can De 
built, encouraging a process of sharing of information and 
mapping the work of the diff gencies. For the UN 


ste ec 


inputs towards supporting the development of concrete 


operational 'models' in areas of the agency's comparative 


advantage. 


The development of this external partnership framework Is, 
however, grounded in the global experience that prevention 
of HIV works, ifand only if, 


* effective partnerships between government, NGOs and 
civil society are at the heart of the response and continually 


renewed and refined, and 


e interventions are based on respect for and maintain the 


dignity ofboth vulnerable and —_ affected individuals. 


This collaborative effort by NACO, external partners and the 
UN system in India is a direct contribution towards these 


objectives. 


RAPIDLY EVOLVING EPIDEMIC 


The setting in the late 1990s, an epidemic that continues to 


evolve rapidly and often unpredictably:- 


Now well into its second decade, India's epidemic is marked 
by heterogeneity - not a single epidemic but made up of a 
number of distinct epidemics, often co-existing in the same 
state. Primarily driven by heterosexual transmission, HIV 
infection is moving steadily beyond its initial focus among 
commercial sex workers and their clients into the wider 


population. At the same time, important sub-epidemics are 


evolving with potentially explosive spread among groups of 
injecting drug users (IDUs), and among Men having Sex with 
Men (MSM). These have a critical role in relation to the 
wider heterosexual epidemic and require careful 


monitoring. 


The most recent estimate of HIV infection for the country is 
of 3.5 millions. Aggregate figures for India, however, conceal 


widely contrasted levels of prevalence across states:- 


In the most affected state of Maharashtra HIV has reached 
60 % in Mumbai's sex workers (SWs), |4-60% in sentinel 
STD clinics and over 2% among women attending ante- 
natal clinics (ANCs). 


The last four years has seen a broadening of the epidemic 
across the Southern and Western states of India as well as 
the continued concentration of HIV through Injecting Drug 
population in the North East. The sharp increases seen in 
Andhra Pradesh and Karnataka reveal that these two states 
have overtaken Tamil Nadu as states with the highest 


prevalence rates. 


In other parts of the country- the overall levels of HIV 
are still low (in some cases close to zero reporting). 
High levels of other sexually transmitted disease (STDs), the 
evident presence of sexual networks and presence of 
migration and severe gender bias all point to a 
significant vulnerability’ however. Differences in 


current levels of HIV presence across states are 


largely amatter of time. 


negotiate safer sex), as well as difficulties faced in communicating 


% infection HIV in STD Clinic attendees (1999) 


B% infection HIV 


openly on sexual matters between generations represent and 


remain major obstacles to prevention. 


e Indications are that a sharp increase in injecting drug use is 
underway with drug users switching from in-haling to over-the- 
counter injecting drugs. In a recent (1999) study of 200 injectors 
linked to a treatment centre in New Delhi, 45% were found HIV 
positive. On HIV among MSM groups, little reliable data is 
available. Informal estimates suggest rapid increases may be taking 


place in this particularly vulnerable community. 


¢ The epidemic also continues to shift towards women and 
towards young people with 25% of all HIV infections in India 
now estimated to be women with an accompanying increase in 
vertical transmission and pediatric HIV. Such trends underline the 


importance of structural factors in creating vulnerability to 


infection including: 


* Migration both within and between states asa major (but stil 
poorly studied and understood) source of transmission of HIV 


between urban and rural populations. 


° Gender bias (and especially unequal power in decision making 


1% infection HIV | 


between men and women and the latter's lack of ability to 


Pattern and spread 


India's epidemic seems to be following the so-called Type 4 Pattern, first described in Thailand, The epidemic shifts from the 


highest risk groups (commercial sex workers, drug users) to bridge 
drug users) and then to the general population. The shift usually occu 
atime-lag of 2-3 years between the shift from one group to the next. 


populations (clients of sex workers, STD patients, partners of 
rs where the prevalence in the first group reaches 5%. There is 


Forecasting the future of an epidemic as complex as HIV will 


always be problematic especially at the low levels of infection 
currently seen in India. Behavioural surveys (BSS) track 
behaviours in groups whom the programme is targeting with 
interventions. Major gaps continue, however, in available 
knowledge of risk behaviours amongst other key groups 
especially adolescents or men having sex with men- either as 
identified gay individuals or understanding the extent of bi- 
sexual behaviours. It is clear however that In a country such as 
India, even low levels of infection in a population with 
| risk behaviour can translate into very large 


relatively low 


numbers of new infections. 


Important new elements are entering the picture. The 
burden of AIDS cases is beginning to be felt in states affected 


early on in the epidemic. Mumbai in Maharastra and Manipur 


ulous such as Uttar Pradesh are still facing low level 
DiC oo an increasing number have graduated to a 


generalised epidemic. 
; oes ‘Accordingto the UNAIDS-WHO classification (1999): 
o. ah co ‘low level’ epidemic is when no sub group of 


agi population (including sex workers injecting drug users or 


ISN population) has reached 5% infection. 
ee ae a ‘concentrated epidemic’ describes an HIV has crossed 


> a among certain populations (example, among 


| antenatal women). 
7 i phon a‘ generalised epidemic’ is when HIV has reached at 


eat | % level among antenatal women. 


report hospital bed occupancy rates from HIV-associated 
illness ranging from 24-40% in certain referral hospitals. 
Home-based care Is still in its infancy in most parts of the 


country. 


At the same time, greater visibility and awareness 
of HIV has triggered a mixed response from society. While 
individual examples of support and care 
are increasingly seen, HIV+ _ individuals in general 
have been poorly received by communities. Access to 
health care is emerging as a critical first point of 
contact with public and private services for HIV 
positive individuals and their families and a site of frequent, 
occasionally blatant, discrimination. Mass campaigns 
launched to bring awareness on HIV have inadvertently at 


times triggered fear and concern among the public. 


INDIA - A RAPIDLY EVOLVING HIV EPIDEMIC 
1999 


>1 % Antenatal women 
> 5 % High risk growth 


<5 % High risk growth 


THE NATIONAL RESPONSE 


The national response encompasses the efforts of both 
government and of civil society. These have moved at 
different speeds at different times in the country. Any review 
has to take into account both the geographical diversity of 
response and the crucial element of time. Broadly though, 
since its launch in 1987, the national HIV programme has 


moved through three phases: 


1986-1992 : marked by denial of the threat of HIV to India. 
This was a period which saw the beginning of a largely 
research-based programme. Surveillance activities were 
launched in 55 sites in 3 states only, but remained fragmented, 
programme activities were left to the states to take up without 


strong central guidance. 


1992-1997: First acceleration of the programme, backed by 
World Bank funding and strong WHO GPA support. This 
phase saw the creation of the National AIDS Control 
Organisation (NACO). Achievements included much 

higher levels of awareness creation, the putting in 
place of state level structures for programme implementation 
and improvements in blood safety. The launch of 
successful individual projects such as the innovative 
Intervention in Sonagachi amongst commercial sex workers 
and breakthroughs in reaching out to college youth in 
University Talks AIDS (UTA), were amongst its achievements. 
The scope of these efforts remained, however, on a limited 
scale. Political acceptance was weak and ‘ownership’ of the 
Programme by the states proved difficult to establish. 


Involvement of NGOs in the numbers and quality 


needed for sustained interventions proved difficult to obtain. 


While an emphasis on blood safety and strengthening of 
infrastructure yielded some gains, the approach remained 
primarily medical, with HIV being seen largely as a health 


issue. 


1998 - present : giving a major focus to targeted 
interventions. Building on the experience of the first phase, 
there was a twin drive to focus on coverage amongst groups 
with the highest risk behaviours sex workers (SWs), truck 
drivers, injecting drug users (IDUs) while broadening the 
approach to a multi-sectoral one. As the current phase of 
the national programme, has seen the emergence of a 
strongly de-centralised programme with responsibility for 
implementation clearly placed on the shoulders of the 
states. New more flexible state structures of State AIDS 
Societies have been formed with stronger mechanisms for 
programme management at state level, including a strong 
NGO component of targeted interventions, supported by 
efforts to mobilise the community around awareness and 
treatment of STD/RTIs. An innovative approach to 
providing technical support to state programmes has been 
launched through establishing a network of |2 Technical 
Resource Groups (TRGs), each covering different thematic 
areas of the epidemic and mandated to provide technical 
support to the states. Surveillance has been both expanded 
and strengthened. A new national HIV policy has been 
submitted to the Cabinet. With a new round of resources 
mobilised from Government of India, the IDA, major 
bilateral donors and the UN system, the programme Is 


moving into an important new phase of ‘implementation. 


National AIDS Control Program Phase Il 


Building on the lessons from the first National AIDS Control Project, the Phase II, has five key components. 


Component | : Targeted interventions for communities at highest risk 
Component 2: Prevention of HIV transmission among:the general population 
Component 3 : Provision of low cost care 

Component 4 : Strengthening institutional capacities 

Component 5 : Intersectoral collaboration 


The project will be implemented under the National AIDS Control Policy which has been formulated and approved by the National AIDS Committee. 
The policy aims to establish an enabling framework, in order to mobilise the capacity of the private sector and of civil society; and emphasises the 
specific objective of ensuring the protection and promotion of human rights of people living with HIV/AIDS, including their rights to equal access to the 
health care system, education, employment, privacy and other fundamental rights. 


The Phase I! has been developed through a participatory process with Government of India, state governments, UNAIDS and _bilaterals working in 
partnership with community members, PLWAs, industry and labour organisations , NGOs and civil society. Each state and Union Territory has 
registered a State AIDS Control Society (SACS) which will be responsible for implementation of the program at the state level. The cities of Mumbai, 
Chennai and Anmedabad have formed the Municipal AIDS control societies to effectively implement the AIDS control programs in these large cities. 
Each SACS developed a Project Implementation Plan (PIP) as part of preparation for the Phase II which allows for addressing the specific needs of the 
state and the epidemic. | 


Key features of Phase Il are: 
* Special delegation of financial and administrative authority to NACO 7 
¢ A greater ‘Ownership’ of the decentralized program plans by the states | 
* A major role for NGOs/CBOs in the implementation of intervention programs with marginalised populations 

© Involvement of democratic institutions (Panchayati Raj) and youth organisations at the district, block and village level 

* Involvement of the community in social mobilization and awareness at grass root levels 


The preparation of the new programme has contributed to a India, building a genuinely multi-sectoral response that is 
growing momentum behind the national response, (see box) sustainable. It also involves a major task of mobilising and 
symbolised by the Prime Minister's strong statement to co-ordinating a considerable range of partners, including 
Parliamentarians in December 1998 calling for renewed the private sector. Facing the many new legal and ethical 
efforts to combat HIV notas ahealth problem butasathreatto | _ issues that HIV raises calls for involvement of new actors 


India's development. The country has clearly moved beyond and strategies including those that can lead to the 
denial, into anew phase of response. involvement of affected groups themselves. They 
underline the need for a continuous learning of what works 
in different settings across the country, refinement of 
strategies and course correction. 


Enormous challenges remain to be faced. These include 
building the capacities needed to implement the strategies of 
prevention on the scale ofa country the size and complexity of | 


FIVE MAJOR CHALLENGES 


Identifying the major challenges that still face 


the national programme as it goes into its 
implementation phase in 1999/2001 was the subject of a 
series of focused group discussions among different 
stakeholders in mid -1999 taking. place alongside 
interviews with key individuals, preceding and 


culminating in the Mussoorie Strategic Retreat in June 1999. 


it was a process that led to the identification of 
5 areas that were felt to be crucial or in some way 
pivotal for the future of the programme, and without which 
other efforts are likely to be much less effective. 


These included:- 
Challenge | : the need to build capacities within states rapidly 


e All states — whether facing advanced or still early 
epidemics - will need greatly enlarged capacities 
for programme management, especially in building 
capacities amongst NGOs and Community 
Based Organisations (CBOs) to carry out intervention 
projects in the scale needed. This will require 
a massive training and capacity building effort 
across the country along with development of 
support systems for the implementation of programmes. 
Technical resources and partnerships to Support 
such an effort on such a scale are not yet in place 
and need to be created in ways that will be sustainable for 
the programme period and beyond. New models of 
partnerships between NGOs/CBOs and government 


need to be explored and developed. 


Challenge 2: ensuring targeted interventions achieve impact 


e |f the focus on targeted interventions are to succeed, 
very high levels of coverage and saturation among high 
risk groups will also need to be achieved. This implies 
that information, services and support must reach a 
very high proportion of the population with the risk 
behaviour in question, and a high percentage of those 
reached actually adopt safer behaviours. The 
approaches adopted, however, need to be carefully 
designed so as not to further contribute to the 
marginalisation that creates vulnerability to HIV 


infection 


¢ One of the striking lessons of the first phase was that 
mere delivery of services or HIV awareness is not going 
to be successful in reaching marginalised groups. Unless 
Supportive inputs are provided, including policy 
adjustments, to create space for self-organisation and 
encouraging greater negotiating power of marginalised 
populations, STD and IEC services alone will not bring 
behaviour change. The creation of such an ‘enabling 
environment also includes empowerment processes of 
the marginalised groups themselves. Ensuring such 
frameworks are put rapidly in place becomes a major 


objective in itself. 


¢ While focusing on people engaging in highest risk 
behaviour, there Is increasing need to work with 
‘bridge’ populations, reaching groups such as male 
clients of sex workers. Such populations at high risk are 


often difficult to define or reach with interventions and 


call for different and innovative strategies. 


Challenge 3: achieving behaviour change beyond the 
'high risk’ 


* In the growing number of states where HIV 
prevalence among women attending antenatal 
clinics is significant and rising, there is a need 
to go beyond high risk groups and address 
behaviour change in the general reproductive age - 
group. This necessary broadening of the 
net includes young people, women, disadvantaged 
slum populations, migrant workers etc. all of 
whom need to be empowered to protect 
themselves. The challenge lies in developing a 
behaviour change programme that is not 
restricted to awareness creation and fully covers, 
the ‘at risk’ population. The very size and 
heterogeneity of these population groups add 
to the difficulty of this task. 


It is also critical that states with currently 
low epidemics put in place — similar programme 
efforts now, so they can yield lessons later 
when the time comes for expansion of such 
efforts in the general population. The same principles 
of targeted interventions apply - early intervention; 
sub-population specific messages; services designed 
for sub population; an enabling policy environment, and 
involvement of the community. There are as yet however, 
few tangible strategies available in India for 


reaching these large, often difficultto reach populations. 


° Innovative efforts are being tried for reaching 


the population at large through social mobilisation 


discussion on STD, HIV and sexual health themes and 
provision of STD services ona'pulse' approach. Existing 

democratic institutions such as 'panchayats'are playing 

a significant role in such activities, with 

important lesson to be drawn for community 


mobilisation and service demand creation. 


Challenge 4: the need to confront discrimination and stigma 


¢ The arguments for tackling the stigma that surrounds 


HIV/AIDS come both from the public health and human 
rights domains. Stigma discourages persons at risk from 
seeking HIV testing and greatly hampers the voluntary 
disclosure of HIV status, thus creating missed 
opportunities to better target counseling efforts and 
prevent further transmission. Fear of HIV also 
translates into overt discrimination against individuals 
or families infected or believed to be infected with HIV. 
Stigma associated with HIV also unconsciously shaped 
the IEC strategy in the first phase of the programme- 


emphasising the fear of contact and infection 


Against this environment, it is critical that interventions 
are launched that counter such misconceptions and 
‘normalise! the presence of HIV positive individuals in 
the community. Supportive efforts and models are also 
needed to tackle discrimination in health and other 
primary services. A policy on non-discrimination in the 


workplace of the private sector is also urgently needed . 


Challenge 5 : addressing the urgency of Care and Support 


e The need for care and support services is often only 


perceived several years after the epidemic has made its 


entry into a population. And yet, this is one of 


the inevitable consequences of the epidemic. 
With the large numbers already infected in India, providing 


large scale non-institutional care becomes’ one of the 


greatest challenges of the unfolding epidemic. Piloting 
such approaches and finding ways so they can meet 


future needs across the states is urgently needed. 


° If the speed of HIV goes unchecked, there is a risk that 
India's large investment in -and infrastructure of health 
services will be overwhelmed by the burden of HIV care. It 
is also unlikely to be able to provide the kind and level of 
care and support needed. There Is a need to experiment 
with alternative approaches; in doing so expand 
community and home based care, wherever possible 
involving HIV positive groups in the dialogue and planning 


of such interventions. 


The above 5 challenges aim to capture what are considered to 


be crucial issues at this moment in time. They are also related 
to each other, with progress on challenge often contributing 
to or forming the necessary base for movement on others. 
They also need to be set within the broader development 
challenges that the country continues to face, and linked to 
efforts to reduce poverty and expand service provision to 
disadvantaged groups. These are all areas however where 
external partners could assist national efforts in identifying 
effective strategies and in strengthening the national response. 
Ensuring that these efforts are collaborative and sharing 
experiences will shorten the learning curve and the lead-time 


needed to mount effective interventions. 


TOWARDS A COMMON 


STRATEGIC RESPONSE 


The challenges identified above cut across the work of all 
external partners. And while each partner is supporting the 


national programme with their own mandate and modalities 
of action, they are also playing different roles : 


* the Government of India and the IDA loan providing 


core funding to the states, 


¢ major bilaterals (USAID, DFID, CIDA, Ausaid) 
centering on capacity building at state level and 
modeling partnerships with NGOs and other 


implementing agencies. 


e the UN agencies increasingly focusing on specific 
contributions related to their mandates and 


mainstreaming HIV with their development partners. 


¢ UNAIDS providing support in technical resources to 
the national programme and working with the 
Cosponsors to deepen their engagement in addressing 


the epidemic. 


A key objective of the national programme is that these 
different roles and inputs are complementary and synergistic 
with each other and continue to be sharply focused in support 


of the national programme. 


Defining a common platform for all external 
stakeholders |s a central part of the strategic response. Three 


components of this common platform are:- 


(a) Each agency defining in their own programs, an 


appropriate response to the five challenges identified. 


Over the last decade, a number of examples of best practices 
have emerged. While many of them provide directions for 
the response, the need to be able to scale up to meet the 
challenges of the epidemic remains. The need also exists for 
sharing of the lessons learned and for each partner to adapt 


approaches that suit the programmatic needs. 


CHALLENGE 


|. Focusing on Strengthening 


capacities within states 


2. Ensuring Impact of 
Targeted Intervention 


3. Achieving Behaviour 
change beyond 
High risk 


4. Tackling Discrimination 


and stigma 


5. Addressing the urgency 


of care and support 


RESPONSE/OPPORTUNITIES 


* — Strengthen state specific surveillance systems 


Support states in strategic planning and evolving evidence based responses to the particular 
stage of epidemic faced 


¢ — Strengthen program management capacity in states 
¢ — Build capacities to work with NGOs and civil society 
e — Link technical resources in states with the relevant national Technical Resource Group TRGs 


¢ — Evolve common principles of programme design that are shared across all partners (viz. 
Common conceptual frameworks/definitions of Targeted Interventions etc.) Recognise these 
groups Interventions 


* — Evolve lessons from successful approaches to working with marginalised groups, rights and 
potential for shaping programme actions 


e — Ensure sustainability of interventions through community ownership and participation 
e — Provide support to scaling up of successful interventions 


* Generate an enabling environment for targeted interventions, addressing wider structural and 
policy issues 


¢ Pilot new large scale approaches to groups such as youth, migrant workers etc. 
¢ — Encourage participation of young people and involve them as a program 
¢ Evaluate promising approaches and support scaling up 


* Social mobilisation up to the village level to create awareness using. grass root health workers 
and existing democratic institutions such as 'panchayats' 


° — Carry out systematic behavioural surveys to track behaviour changes, especially among youth 
¢ Develop strong law and ethics components of each state programmes 
° — Sensitisation of the media and judiciary 

¢ Develop innovative interventions against stigma as a programme activity 
° Pilot models in selective public and private services 

¢ Mount efforts to tackle ue double stigma of MSM and HIV 


° Challenge discrimination in language and/or media 


wl 
° Develop and expand home-care models and build links with primary and cy a 


\ 
* Pilot alternative low cost community based models, evaluate and scale i 8, aa « 


eo wreath ja . 
A) 


By working closely with individual states, major bilaterals are 
often in a position to facilitate the adaptation of national policy 
strategies to state level, encouraging innovation and ensuring 
lessons are drawn out from these experiences. Refining 
strategies, documenting successes and sharing these lessons 
‘learned across states will be a major contribution of the 


bilaterals. 


Agencies such as UNDP WHO and UNDCP are working in 
support of specific aspects targeted interventions. 
UNICEF/UNFPAYUNESCO work on issues related to 
behaviour change will also provide critical inputs to this 


process of applying and refining strategies in these 5 areas. 
(b) Focusing the efforts of the UN system 


The strengths of the UN system lie in (i) its 
programmes of cooperation and links with other ministries 
and departments; (ii) in the Partnerships it has 
with civil society and in their access to ideas and 
experience, both globally and locally : (iii) in the UN's 
work in critical crosscutting areas of gender, human 
rights and broader development Strategies such 
as poverty eradication, and (iv) the support to the 
governments efforts to develop Partnerships with all 
representatives of civil society. The UN system Is increasingly 
addressing issues that are not easily addressed by other 


Partners, specifically focussing on issues that have not been 


(and do not easily get) taken 


up by larger development efforts. 


Taking these into account and recognising that financial 
resources of the UN system for HIV are limited relative to the 
larger funding of the programme, the UN agencies are 
seeking to focus on a few, well-defined concrete areas of 
contribution specially those falling within the mandate of each 


agency. 
This includes efforts to: 


* model and evaluate operational programme 
approaches so that lessons learned can be Scaled-up 


by government in the national programme 


° develop partnerships around HIV with ministries and 
civil society organisations with whom they are already 


working in other areas 


* provide access to global knowledge on HIV and 
networks in the area of each agencies mandate and 


strength 


* mainstream HIV within their own agency programmes 


and organisations. 


* support efforts in mainstreaming human rights, 


gender and approaches to poverty eradication. 


* specifically work towards reducing overlap in areas 


where a number of UN agencies are working (such as 


adolescents’) 


Strategic Focus of each UN agency within the national response 


WHO will continue to focus on surveillance, blood safety; clinical care; and STDs (especially on 
syndromic management), extending this to the continuum of care and ensuring that analysis of 


epidemiological and behavioural data informs all the agency responses, working closely with NACO and 
UNICEF on MCT 


UNDCP will focus on introducing HIV/AIDS issues into existing national drug demand reduction projects 
currently planned to be supported by UNDCP (especially in the North East of India), establishing 
linkages between the two programmes and identifying strategic gaps in drug related HIV programmes 


aS 


UNIFEM will assist in building capacities of women's organisations, bringing in gender perspectives to the 
national HIV policy and programme, and help forge a partnership between government and the 
women's organisations in addressing issues of HIV and AIDS. 


UNESCO will take the lead in reaching young people out of school in non formal education and include 
HIV in curricula across the spectrum of educational programmes 


UNDP will facilitate empowerment of vulnerable and marginalised populations, making HIV an integral 
part of its Human Development goals, working with NGOs and partnerships with civil society including 
PLWAs 


UNFPA.will work within its core areas of support related to HIV in condom programming, reproductive 
health, and adolescent reproductive health. Specifically drawing on its 38 district level projects in 6 states 
to model and define approaches to integrate HIV/STD control into RCH and the primary health care 
system, and carry out research on population projections on HIV and operational research on the female 


condom, and microbicides. 


UNICEF will take a lead with WHO in demonstrating feasible strategies for Mother to Child 
Transmission; and within its CRC mandate, develop strategies for involvement of Youth especially 
tackling discrimination; and supporting formative research on areas related to vulnerability of children 


(street children/orphans etc) 


ILO will initiate actions in promoting the active involvement of its social partners (Employers and Unions) 


Possible areas of inter-agency collaboration 


(agency taking the lead role underlined) 


| . Integration of HIV in RCH 


2.Mother-to-Child Transmission 


UNFPA;UNICEF;WHO; 
EU; DFID;USAID 


Task force reporting to Theme Group 


WHO; UNICEF; 
UNAIDS 


3. Injecting Drug Use 


4. Youth/Adolescent Health 


5. School based education 


| 6. Out of school/non- formal education 


_ 7. Commercial sex workers 
‘enabling’ environment 


UNDCP; UNAIDS; 


UNICEF; UNESCO; 
UNIFEM UNFPA;WHO; 


UNICEF; UNESCO 
UNFPA 


UNESCO;UNFPA 


UNDP;UNFPA; 
UNIFEM; ILO 


(c) Technical Resource Groups and Theme Group support 


To build long term capacities in the country, the need to establish 


thematic technical resource networks was identified. This led to the 


establishment of Technical Resource Groups (TRGs) in | 2 thematic 


areas. The TRGs bring together diverse skills and expertise in the 


given thematic area and provide appropriate and timely technical 


Informal working team between agencies 


Informal working team 
UNDP; UNV; AUSAID 


Task force already in place chaired 
by NACO 


Task force reporting to Theme 
Group 


Informal working team 


Taskforce to report to Theme 


_ 


support to the SACS. The TRGs are developing medium and long 
term plans based on the needs identified by the national program. 
Each Theme Group member will also support the Technical 
Resources Network (TRGs) in the area closest to their mandate 


and strengthen technical capacities at state level. 


| National AIDS Control, UNDP DFID, USAID, UNDP 
| 2 Legal and Ethical Issues National Law School, Bangalore UNDP UNAIDS, Others 
3 | Workplace Intervention National Labour Institute, NOIDA ILO ae 
4 4 Counselling | TISS, Mumbai DFID/UNDP i 
15 | Blood Safe 
| ty PGI, Chandigarh WHO 
‘oy if STDs Institute of Venerology, Chennai USAID, UNFPA, WHO 
7 Research & Development * 
| a p NARI, Pune a USAID, WHO 
8 Clinical Management Grand Medical College, Mumbai WHO 
9 | Women & Children NIPCCID, New Delhi UNICEF UNIFEM | 
10 | IDUs Regional Institute of Medical Science, Imphal ae UNDCP 
ah ss 
| Epidemiolo 
ai gy NICD, New Delhi WHO 
| 12 IEC Institute of Mass Communication, New Delhi UNICEF 


® 


(d) supporting areas of common support shared by all 


_ parties. 


All partners will be working in support of the national 


programme in: 


actively build a common and_ evolving understanding of 
India's HIV epidemic. Strengthening this understanding at 
both the national and state levels and providing a common 
pool of analysis among all stakeholders needs 
considerable investment and yet will contribute greatly 
across the programme. Together aim to greatly 
expand the number and quality of community based 
surveys, and seek to fill gaps in knowledge of behavioral 


patterns of risk behaviour . 
encouraging innovation and experimentation 


ensuring that ‘cross-cutting’ approaches of gender, 
community action and rights are built into all interventions 


in asensitive and effective way. 


involving as far as possible HIV positive groups in the 
planning of any interventions that directly or indirectly 
affect them. Building the capacities of groups able to voice 
the concerns of positive groups still recognisably weak at 
the moment - is a key area for the future shape of the 


programme. 


COLLABORATIVE 


PLANNING PROCESSES 
WITH NACO 


A major purpose of developing the collaborative framework |s 


to more closely relate external inputs to national priorities. In 


order to make this a regular feature of future work it Is 


proposed to : 


* regularly revise this collaborative framework in terms of 
relevance of the strategy outlined. This may evolve as the 
epidemic evolves. 


* work together with NACO towards a common 
monitoring and evaluation framework, and a common 


approach to programme review/evaluation 


° fully support NACO initiative of regular donor's 
coordination 


° keep agency workplans as rolling plans covering | 8 month 
2 year periods, updated and refined each year 


° jointly participate in the planning, debriefing of missions 
and field visits 


* when and where appropriate, support action in a regional 
context supporting interventions on specific cross-border 


action that will support the national programme. 


The success of such a collaborative effort will be measured 


by its contribution to the national response. 


Strengthening, broadening and sustaining the response over 
the coming years is the goal of all the partners in this 


endeavour. 
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INDIA 


A RAPIDLY EVOLVING 
HIV EPIDEMIC 1986 - 1998 


1986 : 

First case of HIV 
detected in Chennai 
1990 : 

HIV levels among High 
Risk Groups like Sex 
workers and STD clinic 
attendants in 
Maharashtra and 
amongst Injecting Drug 
Users in Manipur 
reaches over 5% 

[994% 

HIV.no longer 
restricted to high risk 
groups in Maharashtra, 
but spreading into the 
general population; 
1994: 

HIV also spreading to 
the states of Gujarat 
and Tamil Nadu where 
HRGs have over 5% 
HIV prevalence 

1998: 

Rapid HIV spread in the ~ 
four large southern 
states, not only in high 
risk groups but also 
among the general 
population where it has 
reached over | % (up 
to 3% in states like AP) 
1999; 

India has an estimated 
36 Lakh HIV infected 
persons 

All Indian states have 
reported HIV cases 


